Adenolipoleiomyoma is a very rare lesion of the uterus. Only four cases were reported. We describe one case of adenolipoleiomyoma presenting as a polyp in a postmenopausal woman with menorrhagia. Adenolipoleiomyoma is a very rare lesion and the histogenesis remains unclear. We discuss the origin and the differential diagnosis of this lesion.
Introduction
An adenolipoleiomyoma is a very rare lesion of the uterus. This is a type of adenomyomatous polyp that contains mülle-rian-type glands, smooth muscle, and adipose tissue. Only four reports of adenolipoleiomyoma have been described [1] [2] [3] [4] . One of them had an aggressive behaviour with recurrence [1] .
Case Presentation
This is a fifty-five-year-old woman with past appendectomy. She was perimenopausal and had no treatment. Her brother had a rectum neoplasia. She had four children. She suffered from anemia because she had menorrhagia since few months. Ultrasonography examination revealed a polymyomatous uterus and a vascularized polyp of 23x17 mm in the uterine cavity. Mammography and breast ultrasonography were normal. CA125 was high (63,3 U/ml). Total hysterectomy with bilateral ovariectomy was performed because its symptoms lasted for too long. Histological examination showed a subatrophic endometrium with bands of irregular proliferation, slight-to-moderate adenomyosis, and benign subserosal leiomyoma of 34 mm in size. There was also a pedunculated polyp of 25 mm. Macroscopically, this polyp appeared white, fibrous, fasciculated, and focally yellow (Figure 1) . Microscopically, we observed endometrial glands with a stroma composed of smooth muscle and adipocytes ( Figure 2 ). The zone appearing macroscopically fatty contained mature adipose tissue. No atypia was observed. The adipocytes were positive for estrogen and progesterone receptor. A diagnosis of adenolipoleiomyoma was made. No specific particularities were revealed in the follow-up at two years.
Discussion
Adenolipoleiomyoma is a rare polypoid uterine lesion composed of müllerian-type glands (glands of müllerian origin like endometrium), smooth muscle, and adipose tissue. The histogenesis of this lesion remains controversial.
Mc Cluggage et al. and Payne et al. believe that uterine adenolipoleiomyoma is a benign hamartomatous lesion. They think that lesion represents a hamartomatous lesion with adipocytic metaplasia, a sort of direct metaplasia from a preexisting tissue present normally in the uterus [2, 3] .
Yavuz suggests that it is a variant of benign müllerian mixed tumour [1] . Ridvan et al. think that their case presents features of hamartoma: adipose tissue and thick-walled vascular structures intensely admixed and the absence of internal elastic lamina in the arteriolar structures [5] . However, they described cases of müllerian adenosarcoma and rhabdomyosarcoma of the uterine cervix with heterologous mesenchymal elements, such as cartilage and fatty tissue. They think that this type of lesion is a müllerian-type lesion, because müllerian stromal cells have the capacity to be transformed into other mesenchymal-type cells [5] . The case described by Shaco-Levy et al. with an aggressive behaviour could be an atypical müllerian lesion rather than a hamartoma. In our case, we think that is a hamartoma with direct adipocytic metaplasia. The fact that no atypia was observed and the presence of benign endometrial glands and smooth muscle are in support of a hamartomatous origin. Nevertheless, our case is the only one associated with adenomyosis and a differential diagnosis must be made between adenolipoleiomyoma and lipoleiomyoma involved by adenomyosis. In our case, a well-demarcated lesion with central fatty zone is an argument for adenolipoleiomyoma (Figure 1) . The slight elevation of Ca 125 may be due to adenomyosis but this data is not clearly found in the literature. No association between adenolipoleiomyoma and Ca 125 was reported.
In the literature, the mean age is 45.8 years and the mean size of tumour is 5.2 cm. One case has been described in cervix [4] . Hysterectomy is the most frequent treatment but depends on the age of the patient. Table 1 summarizes the cases described in literature.
Differential diagnoses are
(1) atypical polypoid adenomyoma that contains an architecturally complex and cytological atypical glandular component, whereas adenomyomatous polyp has simple glands and no significant atypia [6] ; (2) lipoleiomyoma involved by adenomyosis: in this type of lesion the structures are not clearly mixed; (3) adenomyoma with adipocytic metaplasia that differs from adenolipoleiomyoma by the aspect of adipocytes (more irregular); (4) benign variant of mixed müllerian tumour that contains very rarely three components; (5) adenosarcoma that exhibits a more complex pattern of spindle cells with mitoses; (6) common uterine leiomyoma that contains no glandular component [1, 7] .
Conclusion
Adenolipoleiomyoma is very rare and the histogenesis of this lesion remains unclear. Although this tumour seems to be most frequently benign, prolonged follow-up will be necessary to confirm this benignity [2] .
